Multiple myeloma (MM) is characterized by malignant proliferation of plasma cells derived from a single clone producing monoclonal immunoglobulins and end organ dysfunction commonly described as ''CRAB'' features [1] . We describe a 34-year old gentleman who presented to our hematology clinic with complaints of epistaxis and low grade fever since 8 months and nodular skin lesions for 3 months. He denied any trauma, cocaine abuse, genital lesions, haematuria and hemoptysis. General examination was remarkable for pallor, papulo-nodular, erythematous, non-tender and non-hemorrhagic lesions distributed over shoulders and trunk (Fig. 1a, b) and an antero-inferior nasal septal perforation (2 9 2 cm) ( Fig. 2a, b) . A clinical possibility of vasculitis possibly granulomatosis polyangiitis was kept. His blood investigations revealed hemoglobin-61 g/L, white cell count-8.9 9 10 9 /L, platelets-216 9 10 3 /L, sedimentation rate-95 mm/h, serum sodium 129 mmol/L, potassium 4.9 mmol/dL, blood urea nitrogen-16 mg/dL, creatinine 1.6 mg/dL, proteins-10.2 mg/dL, albumin-2.51, corrected calcium-11 mg/ dL, b2 microglobulin-5.6 mg/dL and LDH-540U/L. Serum protein electrophoresis (SPEP) identified a prominent M band (5.4 g/dL, IgG k subtype). Twenty four hour urinary protein was 240 mg and was negative for Bence Jones proteins and active sediments. Urine protein electrophoresis (UPEP) and immunofixation (IFE) was unremarkable. Serum free light chain assay revealed j: k-0.05 (j-30 mg/dL, k-600 mg/dL). Chest-X-ray showed pleural effusion in right hemithorax (Fig. 3a) . Autoimmune workup (anti-nuclear antibodies and anti-neutrophil cytoplasmic antibodies) and viral markers (HIV serology, Australia antigen and IgG-Hepatitis C) were negative. Contrast enhanced CT of the chest revealed right-sided pleural effusion and a lytic expansile bony lesion on posterior aspect of left 6th rib (Fig. 3b) . Pleural fluid analysis revealed a total cell count-3000/mL (70 % lymphocytes and 30 % neutrophils), protein-10.3 g/dL, sugar-84 mg/ dL, adenosine deaminase (ADA)-84 IU/L and a negative polymerase chain reaction for Mycobacterium tuberculosis. Flow cytometry identified an infiltration of pleural fluid by CD 138 positive plasma cells. CT guided biopsy from the lytic bone lesion was suggestive of plasmacytoma. Biopsy from the skin lesions revealed an infiltration by CD 38 and CD 138 positive plasma cells (plasmacytoma) along with deposition of pink amorphous material with apple green birefringence in plane polarized microscopy suggestive of amyloidosis (Fig. 4a-c) . Bone marrow aspirate revealed 58 % plasma cells. Nasal septal biopsy performed from the
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